MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE 0|= DEATH 53-5-050145 "_

‘MIPARTMENT OF PUBLIC HEALTH AND WEL
-

DO NOT WRITE AMENDED P'LEE ﬂ'ﬂ"ﬁ'ﬂ‘

ON THIS STUB

STATE FILE NUMBER

1. PLACE OF DEATH . 2 USUVAL -RESIDENCE (Whem deceasad lived. [f institution: Residence before
» COUNTY” St Louis : : « s Mo,  Btc@puls City sdmission)
b. CCI,'I"'Y {If gurside corporate limirs, give TOWNSHIP only) Length of stay in b, e. c&v Inside Limits

TOWN Koch, Mo X 87 days ownSt, Louis : Yos O No 3

. ZL:JLISLPNAME OF (If NOT in hospital, give location) Inside Limits d. :;%%EETSS {If cutside, giva location) Reside on Farm

'NST"UHONhObBrt Koch Hospital |[v=X ~O 2623 Delmar Yes T NoJJ
— NAME OF DECEASED —First Widdie Loar 4. DATE Month - Day Year

Mype or priny OF
__James {none) -Beard | veam Nov. 25, 1963
. SEX 6. COLOR OR RACE 7. Married []  Newver Married [] (8. DATE OF BIRIH | - AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Mal eNe gro W'ldnwedm' Divoreed 3 2 _10_0 3 60 y,ear s Months Days l Haurs Min.

10a. CUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if ratired)

are® 0A Jaha Fran.klin’.. Kentuck T.S.A.

Eda. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Wesley Beard Laura Sometime Ada Mae Legter Beard

15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANY Address

{Yeu, r unknawn) | [IF yes, give war or dates of servi "
RS v Records %och Hospital, Koch, Mo,

18. CAUSE OF DEATH (Enter only one cause per line "orapoama o INTERVAL BETWEEN
ART |I. DEATH WAS CAUSED aY: - ONSET AND DEATH

IMMEDIATE cause ) Fulmonary Tuberculosis 10 vearas

V$§ 300
Rev. 4/59

A DATE AMENDED

DOCUMENT

which gave rise 10
above cause [a),
stating the under-
lying causa last.

INSTEAD OF

Conditions, if lnv,} DUE TO (b

DUE TO (¢) ﬂ 0 z,/ /%

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relared to the terminal PART HI. If decessed was Llemate waa
there a pregnancy in last 90 days.

Late Latent Syphifis; Situs Inversus [Gves [ O o | O umknown

19. WAS AUTOPSY | 20s. ACCBENT SUICIDE  HOMICIDE 7206 DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1l of item 18.}
O O

PERFORME
YES ] NQ

20c. TIME OF Hou Month, Day, Year I
INJURY s.m,
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or sbaut hame, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, facrory, street, office bldg., erc.)
NOT WHILE AT WORK [J

21, | attended tha daceased from__8:3_0=6.3—, lo___]_l:2.5:6.3__and last uwﬁalivn on. 1]_ "2L-"6 3;

Death oc:urrnd av 8 3 5 Be —-_m on the date stated above, and to0 the best of my knowledge, frnm. the causes stated.

' eglea Br titla 22b. ADDRESS 22c. DATE SIGNED
“HoA, H?rrﬁzs M ! Rob't. Koch Hosp, Koch, Mo|11-26=6

(State)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

73s. BURIAL, CREMATION, | 23b. DAIE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or tounty)
REMOVAL [Specify)

?ﬂnelj"NcE)RA; DIRECTOR = = ADDRESS 1 25, ESE RECD. BY LOCAL REG. gﬂﬁ. 15TR 1 531 ! RE“““‘"’1 @ﬁ
ANdTomeale Sy hours, Mo | ]-29-63 U@M% oS

{Licensed Embalmer’s Statement on Raverse Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBQI.MER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ i . -, Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for rfevocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. -




